The non-rheumatology led GCA pathway was associated with higher glucocorticoid burden. In this cohort, 23/55 (41.8%) patients who were found not to have GCA received more than 21 days of high dose steroids (40-60mg Prednisolone) whilst awaiting rheumatology review. 4 patients whose final diagnosis was not GCA received high dose steroids for more than 30 days (max 109 days). Conclusions: 1. Availability of a rheumatology-led GCA pathway leads to improved care for patients with suspected GCA 2. Easy access for referral of patients with headache as assessed by the non-specialist can lead to over-use of the pathway and inappropriate referrals 3. Non-rheumatology-led GCA pathway can lead to a high glucocorticoid burden, especially in an elderly demographic with other comorbidities 
Background: Tumour necrosis factor inhibitors (TNFi) have revolutionized treatment of axial spondylarthritis (axSpa). The five different available TNFi have not been compared directly, and whether effectiveness differs between agents is unknown. In Norway national authorities consider the different TNFi equivalent, and since 2009 the least expensive drug following an annual national tender has been the drug-of-choice in the publicly funded healthcare system. This has lead to variations across different years in drug use where choice of TNFi has been predominantly based on national price policy and not clinical characteristics. Objectives: Comparing response to TNFi during the first year of treatment of axSpA in biologics-naïve patients over years with highly varying uptake of different TNFi.
Methods:
We included the 981 biologics-naïve patients with axSpA from the NOR-DMARD register who started their first TNFi from 2009 through 2015. The preferred drugs in national recommendations were: 2009 adalimumab, 2010 golimumab, 2011 etanercept, 2012 etanercept, 2013 golimumab, 2014 certolizumab, 2015 . We compared the estimated change in Ankylosing Spondylitis Disease Activity Score (ASDAS) between treatment years at 3, 6 and 12 months after treatment start using a mixed model with subject-specific random intercept, adjusting for baseline disease activity, age, sex and treatment centre. Results: Demographics, drug uptake and baseline characteristics for each year 2009-2015 are listed in table 1. The preferred drug was started in 57-91% of patients. There was a trend towards lower ASDAS and disease duration over time. There were no differences in treatment effectiveness between the years, regardless of the substantial differences in type of TNFi used (figure). Conclusions: Real-life data do not show differences in response to TNFi despite large annual variation in type of TNFi prescribed, indicating similar effectiveness of the available TNFi in patients with axSpA. This supports the practice of selecting drug based on cost and feasibility of use, as is the current practice in Norway. Further adoption of this principle can provide access to TNFi treatment to more patients, as it reduces costs and healthcare resources are limited. 
